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Abstract
Current national guidelines recommend that all HIV care providers routinely counsel their HIV-infected patients
about reducing HIV transmission behaviors. In this article we identify the challenges and lessons learned from
implementing a provider-delivered HIV transmission risk-reduction intervention for HIV-infected patients
(Positive Steps). Based on a multi-site Centers for Disease Control and Prevention (CDC) initiative, we integrated
the Positive Steps program into an infectious diseases clinic in North Carolina. Of the nearly 1200 HIV-infected
patients, 59% were African American, 44% were white, 33% were women, and over 50% were between 25 and 44
years of age. We obtained feedback from a community advisory board, input from clinic staff, and conducted
formative interviews with clinic patients and providers to achieve overall acceptance of the program within the
clinic. Clinic providers underwent training to deliver standardized prevention counseling. During program
implementation we conducted a quality assessment of program components, including reviewing whether
patients were screened for HIV transmission risk behaviors and whether providers counseled their patients.
Once Positive Steps was implemented, on average, 69% of patients were screened and 77% of screened patients
were counseled during the first 12 months. In analyses of quarterly exit surveys of patients after their medical
exams, on average, 73% of respondents reported being asked about safer sex and 51% reported having safer-sex
discussions with their providers across six quarterly periods. Of those who had discussions, 91% reported that
those discussions were ‘‘very’’ or ‘‘moderately helpful.’’ Providers reported time and competing medical pri-
orities as barriers for discussing prevention with patients, however, provider-delivered counseling was routinely
performed for 12 months. Overall, the findings indicate that the Positive Steps program was successfully inte-
grated in an infectious diseases clinic and received well by patients.
Introduction
There were an estimated 56,300 new HIV infections inthe United States in 2006.1 In North Carolina alone, the
number of new HIV diagnoses rose annually from 1480 to
2073 between 1998 and 2003, an increase of 40%.2 In 2001,
following an investigation into continued HIV transmission in
the United States, (‘‘No Time to Lose: Getting More from HIV
Prevention’’), the Institute of Medicine (IOM) reported that
prevention interventions targeting persons diagnosed with
HIV infection were urgently needed to reduce HIV trans-
mission.3 The IOM report hypothesized that HIV medical care
settings are highly feasible places for delivering interventions
to a large number of HIV-positive persons.
In 2003, the Centers for Disease Control and Prevention
(CDC), the Health Resources and Services Administration
(HRSA), the Infectious Diseases Society of America, and
the National Institutes of Health issued joint Morbidity and
Mortality Weekly Report (MMWR) guidelines for incorporat-
ing HIV prevention activities into routine HIV care. Key
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recommendations from the guidelines were the following: (1)
structural approaches to the delivery of prevention messages;
(2) routine screening of HIV transmission behaviors; (3) rou-
tine provider-delivered HIV prevention counseling; and (4)
referrals to a prevention specialist for more intensive coun-
seling and other social services as needed.4
Some studies have described the organizational barriers,
such as long waiting times, insurance problems, and personal
factors such as poor mental health, substance abuse, as chal-
lenges in retaining HIV-infected participants in care. When
these missed opportunities in HIV care settings occur, HIV
care providers may find it challenging to deliver prevention
counseling, especially when primary medical issues are not
consistently being met.5–8 Although some of these studies7,8
have described aspects of interventions that enhance and in-
hibit prevention and engagement in medical care, few studies
have described the actual processes of implementing a pro-
vider-delivered HIV prevention counseling program. Fur-
thermore, fewer still have provided data on the extent to which
such an HIV prevention program was actually delivered to
patients and how patients perceived the program.9
Recent studies suggest that clinic-based HIV prevention
programs must target the knowledge, attitudes, and beliefs of
both providers and patients, as well as address administrative
and economic barriers.10,11 Organizational theories, such as
Lewin’s model of organizational change, can help guide the
implementation of a new prevention program.10,12–15 Lewin’s
model describes organizational change as occurring in three
stages: (1) ‘‘unfreezing’’ past behavior and attitudes by deal-
ing with organizational resistance; (2) moving away from the
status quo through exposure to new information and atti-
tudes; and (3) reinforcing and maintaining the support for
change in the organization.15
From 2004 to 2006, we participated in a multi-site project,
funded by the CDC, to design, implement, and evaluate a
clinic-based HIV prevention program consistent with the
MMWR guidelines. The program, Positive Steps (Striving to
Engage People), was implemented in seven HIV clinics in-
cluding an academic infectious disease clinic in North Car-
olina. Principles from organizational change theories such
Lewin’s 3-Stage Model guided the integration of the Positive
Steps program into the existing clinical practice at our site. For
the study we collected measures of the implementation pro-
cess from providers and patients to examine how closely
providers followed the Positive Steps protocol and how pa-
tients received the program. Specifically, we sought to answer
three questions: (1) What was the process by which the Po-
sitive Steps program was integrated into an academic infec-
tious diseases clinic? (2) How often were HIV transmission
risk screening and provider counseling delivered to patients
during routine HIV care? (3) How did providers and patients
respond to the integration of the program in the clinic?
Methods
The Positive Steps Program
With input from investigators at our and six other par-
ticipating clinics (Nashville, Tennessee; Denver, Colorado;
Kansas City, Missouri; Brooklyn, New York; and two clin-
ics in Atlanta, Georgia), CDC investigators and staff from
the Mountain Plains AIDS Education and Training Center
(AETC), we designed the content of the Positive Steps pro-
gram, the materials used in conducting and evaluating the
program, and the manner in which the program was im-
plemented at the clinics.16 The Positive Steps program in-
cluded four key elements from the MMWR guidelines that
were implemented at all seven sites. Specifically, we report
here on how the four elements of the MMWR guidelines were
implemented at a site in North Carolina.4
1. Structural approaches: Prevention messages in posters and
brochures. Posters expressing such messages as ‘‘Protect
yourself, don’t make your HIV worse—Take Positive
Steps’’ and ‘‘Protect others, don’t pass your HIV around—
Take Positive Steps.’’ were displayed in the clinic. Bro-
chures that included similar prevention messages as well
as risk-reduction strategies were available in the exam
rooms.
2. Routine risk screener. A one-page, standardized risk
screener with nine questions about sexual activity and
substance use was given to HIV-positive patients by a
nurse at each routine clinic visit to complete before the
physician encounter. The screener included questions
about recent sexual intercourse (yes versus no), numbers
of sex partners, and the gender and type of the partners
(primary versus casual). The completed risk screener was
placed in the patient’s medical chart before the patient
was seen by the primary care provider to prompt the
provider to discuss HIV prevention. Providers attempted
to discuss HIV prevention with all HIV-positive patients
at least quarterly.
3. Routine provider-delivered prevention messages and behavioral
counseling. At each clinic, providers underwent a 4-hour
group training session prior to implementing the coun-
seling intervention and also received a booster training
session 1 month into the intervention. The training ses-
sions (facilitated by an infectious diseases physician and
doctoral-level prevention specialist from the Mountain
Plains AETC) included activities to: enhance communi-
cation skills; practice conducting brief prevention coun-
seling and communication of prevention messages; and
provide referrals when needed.16 As part of their pre-
vention counseling activities, HIV care providers were
instructed to review patients’ responses to the risk
screeners and provide counseling at each routine medical
visit. The risk screener included a list of potential risk-
reduction strategies providers could choose to discuss
with patients and a place to document the amount of time
they spent discussing prevention.
4. Referral resources. Two clinic social workers were available
to accept referrals by providers for specialized prevention
counseling as well as other services. These social workers
attended all trainings with other clinic staff and also
participated in a 3-day HIV prevention training with the
North Carolina Division of Public Health on HIV coun-
seling, testing, and partner notification services.
Patient characteristics at the North Carolina infectious
disease clinic
Twelve hundred HIV-infected patients (59% African
American, 44% white, 4% Hispanic, 1% Native American, and
2% other) were seen annually in this North Carolina infectious
disease clinic during the time of program implementation
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and evaluation.17 Approximately a third of the patients at
the clinic were women, and over half the population were
between 25 and 44 years of age. Mode of HIV transmission
was reported as heterosexual sex (47%), men who had sex
with men (35%), and injection drug use (11%); the remaining
7% included mother-to-child transmission and unknown
reasons.18 Current or past history of mental health and sub-
stance use disorders (primarily alcohol and crack cocaine use)
were common, involving between 70%–80% of the clinic
population.17 Over half of the patients traveled more than 50
miles to attend the clinic.
Steps taken to integrate the Positive Steps program
into the clinic routine
Formative interviews with providers and patients. To in-
form the integration of prevention counseling into routine
HIV care at our clinic, we conducted formative research
(with funding through HRSA’s Special Projects of National
Significance). Standardized, semi-structured interviews were
carried out with 19 HIV care providers (11 attending phy-
sicians, 4 fellow trainees, 3 nurse practitioners, and 1 phy-
sician assistant) and 20 patients living with HIV between
February and April of 2004 (methods and main findings are
published elsewhere).7 The provider interview guide in-
cluded questions about their attitudes toward prevention,
the prevention needs of their HIV-infected patients, and
their experiences in providing prevention counseling to HIV-
infected patients. The patient interview guide included
questions regarding prevention needs as well as barriers and
facilitators to practicing safer sex. Interviews were audio-
recorded, transcribed, and coded using grounded theory to
identify themes. Interviews were analyzed using QSR-N6
(QSR International, Melbourne, Australia) and ATLAS.ti 5.0
qualitative software (Berlin, Germany).
Meetings with stakeholders. We consulted with the clin-
ic’s community advisory board (CAB) in North Carolina,
which consists of clinic patients and advocates; they were
solicited for review and feedback about program procedures
and materials. Additionally, for the purpose of the Positive
Steps program, meetings were held between the clinic medi-
cal director and local health department officials (who con-
duct partner notification in North Carolina) to discuss
violations of the North Carolina HIV control measures (e.g.,
withholding HIV serostatus disclosure to sexual partners, not
using condoms during sexual intercourse) in the context of
North Carolina public health reporting laws that require at-
tending physicians to report patients who are violating the
control measures.7 Providers anticipated conflicts between
jeopardizing their patient–provider relationship by reporting
patients who placed others at risk versus legal jeopardy to
themselves if they did not report. This potential conflict was
reconciled through these discussions. As a consequence,
providers counseled patients without reporting if, in the
providers’ judgment, harm reduction could be achieved with
a provider intervention during the Positive Steps program. To
obtain and maintain support and participation in the Positive
Steps program from administrative and clinical staff, meet-
ings and in-service trainings were held, with the support of
the Division Chief and Clinic Director. In these meetings,
participants discussed potential changes to the clinic ‘‘flow’’
and new duties and responsibilities that would need to be
fulfilled to have a successful prevention program.
Chart audits: risk screener. We performed regular audits
of the risk screeners approximately quarterly (from October
2004 to October 2005) to assess whether or not: (1) patients
received and completed the risk screener questions; and
(2) providers performed prevention counseling. We con-
ducted chart audits for the first two consecutive months after
Positive Steps implementation to assess the initial uptake of
the program, and performed audits approximately quarterly
thereafter. We also assessed the median amount of time at
months 4 and 9 after Positive Steps implementation that
providers spent discussing prevention with patients, and the
number of referrals they made for prevention issues or
partner notification.
Quarterly patient visit exit surveys. Anonymous self-ad-
ministered visit exit surveys were offered quarterly to all
HIV-positive patients attending the clinic. The surveys were
conducted during one week each quarter between January
2005 and April 2006 (project months 3–18). The exit survey
items assessed patients’ perceptions of screening and coun-
seling activities. Patients were surveyed about whether or
not the following prevention activities had occurred: (1) their
primary care provider or someone else (nurse or social
worker) had asked them about safer sex; (2) their primary
care provider discussed safer-sex practices with them; (3)
their primary care provider asked them about injection drug
use (IDU) practices; and (4) their primary care provider
discussed safer IDU practices with them. The survey also
included items about whether patients felt that the discus-
sions about safer-sex practices or injection drug use practices
were helpful (4-point scale ranging from ‘‘not at all’’ to ‘‘very
helpful’’).
Post-implementation feedback and interviews with pro-
viders. Twelve months after the intervention was im-
plemented, Positive Steps project staff (i.e., principal
investigator, evaluator, and project director) met with pro-
viders to assess their perceptions of the successes and diffi-
culties of the Positive Steps program. In addition to a semi-
structured interview guide was used to interview 11 of the 19
providers previously interviewed during the formative phase
(7 attending physicians, 1 fellow, 2 nurse practitioners, and 1
physician’s assistant). Eight were not interviewed because
they had either changed jobs or were out of the country for
work-related reasons. For the post-implementation inter-
views providers were asked again about the prevention needs
of their HIV-infected patients, their attitudes toward pre-
vention, and their experiences in providing prevention
counseling to HIV-infected patients. The interviews were
audio-recorded, transcribed, and coded using grounded the-
ory and ATLAS.ti 5.0 qualitative analysis software to identify
themes.
Post-implementation discussions about risk screening
tool. Fourteen months after the intervention was im-
plemented, Positive Steps project staff had formal and infor-
mal meetings with providers and patients, respectively to
discuss improvements to and sustainability of the risk
screening tool.
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Results
Question 1: What was the process by which the
Positive Steps program was integrated into an
academic infectious diseases clinic?
Meetings with stakeholders and providers. In pre-
implementation meetings, CAB members expressed support
for the initiation of a provider-delivered prevention program.
Recognizing that implementing such a program would re-
quire a shift in the clinic culture, the CAB members suggested
that the clinic inform clinic patients about the Positive Steps
program in advance of its implementation. The CAB members
also stressed the importance of not prolonging clinic visits as a
result of prevention counseling. In addition, the CAB re-
commended making the risk screener and counseling brief,
routine, and nonjudgmental. Although the multi-site Positive
Steps team tried to make the risk screener minimally invasive,
some CAB members in North Carolina expressed concern that
the risk screener would be burdensome for patients because of
the frequency of its administration (at each routine visit, ap-
proximately every 3–4 months) and the private nature of its
questions. Because the Positive Steps program was intended
to be delivered and evaluated in a standardized manner
across seven sites, we did not modify the frequency of the risk
screener or its content during the evaluation.
The Chief of the Infectious Diseases Division required all
staff in the clinic to undergo the CDC-sponsored prevention
counseling training and regularly placed the prevention
project on the agenda of infectious disease division meetings
and conferences. The Positive Steps trainings were attended
by HIV care providers, clinic nurses, and clinic social workers.
We also held stakeholder meetings with clinic staff prior to
Positive Steps implementation to provide them with informa-
tion about the program and to give staff multiple opportunities
to offer input into program implementation. For example, clinic
staff decided to have the nurses administer the risk screener to
patients during triage and place the risk screener in patients’
charts for providers to review before clinical encounters. The
clinic directors asked patients to arrive early for each ap-
pointment so that the brief (1–3 minute) risk screener could be
completed without delaying appointments.
Formative interviews with providers and patients. During
formative (pre-implementation) interviews, 19 medical care
providers expressed their views about how program com-
ponents should be implemented. From these interviews, we
learned that it was important for staff to be able to refer
complicated prevention cases to a social worker or prevention
specialist in the clinic. The medical providers also requested
that the following topics be included in prevention training:
strategies for dealing with patients typically seen at their clinic
(especially those who were poor, rural, African-American, or
abused crack cocaine), strategies for giving brief HIV educa-
tion to patients, and specific techniques for talking about sex
with patients. Providers also wanted ongoing feedback about
the Positive Steps program to substantiate their ongoing
support and investment in it. As a result of provider requests
during the formative interviews, the Positive Steps project
staff met with clinic staff on a semiannual basis to provide
updates and obtain feedback from the staff.
Of the 20 patients interviewed, 80% were open to the idea of
receiving safer-sex counseling as a part of their routine clinic
care and only one was already speaking to a doctor or coun-
selor about safer sex. One patient said,
It’s important to talk to me about (safer sex) to keep me in
check.’’ Another patient put it this way: ‘‘I think it (talking about
safer sex) is very important. It’s getting easier. I think they just
need to seriously talk about it. About 10 years ago people really
didn’t talk about it as much as they do now . . . it’s getting much
better.
Most patients preferred to be counseled by their medical
provider, but felt that a prevention counselor would be ac-
ceptable if they were able to build a trusting relationship with
that person.20 Patients provided a range of topics that they
would like to see included in the safer-sex program includ-
ing: risks associated with different sexual activities; proper
use of condoms; sex with other HIV-positive partners and re-
infection; the use of female condoms; HIV transmission; sex-
ually transmitted infections (STIs); disclosure of HIV status to
partners; and disclosure of HIV status to family and friends.18
Instead of using medical terminology, patients desired the
use of common language to talk about prevention issues
(‘‘getting,’’ ‘‘giving,’’ ‘‘spreading,’’ etc. instead of ‘‘transmit-
ting,’’ ‘‘protecting oneself or others,’’ ‘‘playing safe=r,’’ ‘‘being
‘‘careful’’ instead of ‘‘safer sex’’). In response to these findings,
we incorporated supplemental training topics including lan-
guage common to patients, risk-reduction topics requested by
patients and providers, and a review of the HIV epidemic and
transmission in North Carolina.
In the formative interviews, both providers and patients
expressed concern that having an HIV prevention program in
the clinic could lead to breaches in patients’ confidentiality.
Providers indicated a strong commitment to maintaining
patient trust and confidentiality.7 Providers requested a
standard of care to address the opposing interests of current
state laws (e.g., the law requiring patients exposing partners
to risk to be reported) and patients’ trust in their providers.
For the purpose and duration of the Positive Steps program, a
care plan and reporting recommendations resulted from dis-
cussions to specifically address the need for counseling and
education of patients, who reported that they engaged in
high-risk behaviors. The care plan, developed jointly by the
clinic and the Public Health Department leadership, empha-
sized that counseling and education would be delivered to
patients by trained clinic staff at the ID clinic first and would
be reported to the public health department for partner trac-
ing and notification if the clinic staff felt the health depart-
ment’s involvement was necessary because transmission risk
was continuing.
Question 2: How often were HIV transmission
risk screening and provider counseling delivered
to patients during routine HIV care?
Chart review. Risk screeners were administered to pa-
tients by a nurse. Audits of risk screeners filed in patients’
medical records showed that over 80% of scheduled patients
were screened for HIV transmission risk behaviors during the
first month that the Positive Steps program was initiated (Fig.
1A). Although screening rates fell subsequently, approxima-
tely 2 of 3 patients (mean of all remaining time points: 68%)
were screened. Averaged across all six audit time points, 69%
were screened (Fig. 1A). Very few patients refused to be
screened (averaging only 1 patient per week).
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On the bottom of the screening form, primary care providers
could indicate whether they delivered prevention counseling to
patients. Based on information from the screeners, 90% of
patients screened during the first two months of the Positive
Steps implementation received counseling during that period
and, on average, 72% of patients screened during the remain-
ing periods were counseled (Fig. 1B). Averaged across all six
audit time points, of those screened, 77% were counseled about
HIV prevention. Among patients who received prevention
counseling, the median time spent per patient was 7 minutes
(range, 1–12 minutes) at 4 months, and 9 minutes (range, 1–38
minutes) approximately 9 months after Positive Steps im-
plementation. Prevention specialist counseling services were
implemented through the Positive Steps program. Referrals to
those specialists averaged four patients each month (1% of the
approximately 360 patient visits per month). Referrals to the
state health department for partner tracing were few and av-
eraged one each month; half of these referrals were initiated
after the diagnosis of an STI.
Patient visit exit surveys. Self-administered visit exit sur-
veys were collected at six time periods during the course of
the Positive Steps implementation. Across all six survey pe-
riods, 65% of respondents were male, 35% were female, most
FIG. 1. A: Percent (n=N) of scheduled patients attending clinic who were screened for HIV transmission risks (data from chart
review), Positive Steps intervention, North Carolina, 2004–2006. B: Percent (n=N) of patients screened, that received prevention
counseling from a primary care provider (data from chart review), Positive Steps intervention, North Carolina, 2004–2006.
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self-identified as African American (62%), 29% self-identified
as white, and the mean age was 41 years. Overall, 73% (155=
213) of respondents reported being asked about safer sex by
their primary care provider or someone else (nurse or social
worker), and there was only small variation across survey
periods (Fig. 2A). Overall, 51% (108=213) of respondents said
they had safer-sex discussions with their primary care pro-
vider, and the percentage ranged from 40% to 60% across
periods (Fig. 2A). Of respondents who had those discussions,
91% (98=108) reported that the discussions were very or
FIG. 2. A: Percent (n=N) of patients who reported on the visit exit surveys that their providers asked about or discussed
safer sex, Positive Steps Intervention, North Carolina, 2004–2006. B: Percent (n=N) of patients who reported on the visit exit
surveys that their primary care providers asked about or discussed injection drug use (IDU) practices, Positive Steps
Intervention, North Carolina, 2004–2006.
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moderately helpful (Fig. 3). Overall, 33% (70=213) of respon-
dents reported being asked by their primary care provider
about injection drug use practices and 15% (31=213) of re-
spondents reported discussions with their primary care pro-
vider about safer injection practices (Fig. 2B). Relatively few
patients reported discussions of injection practices presum-
ably because only 11% of the clinic patient population had
injection drug use as a mode of exposure to HIV. Of respon-
dents who had discussions, 84% (26=31) reported that the
discussions were very or moderately helpful (Fig. 3).
Question 3: How did providers respond to integrating
prevention interventions into the medical care
of people living with HIV?
Post-implementation interviews of providers. A majority
of providers completing the follow-up interviews (7=11) re-
ported they were more aware of prevention issues than they
had been prior to the implementation of the Positive Steps
program in 2004. While the medical providers had previously
been concerned with prevention issues, they reported that the
initial training, as well as their continued experiences dis-
cussing HIV transmission risk behaviors with patients, had
brought prevention to the ‘‘forefront’’ of their minds. One
provider reflected on his experience with the Positive Steps
program and his awareness of risk behaviors:
The preparation for the program as well as the program itself
has led to us being more aware of the risks our patients are
taking. So, I think our perceptions of risk, my perception of risk
has increased because we are confronting it more and un-
covering it more with the screener.
However, an equal number of providers, (7=11), men-
tioned time as a barrier to prevention counseling, noting that
competing medical issues such as high viral loads, HIV
medications, and other health issues took precedence over
HIV prevention, which was often left to the end of a visit, if
discussed at all. One provider explained his feelings about
managing prevention counseling in light of a packed clinic
schedule as follows:
One thing I do not do is schedule patients around my talking
with patients about prevention. So, it is always shoe-horned in
as an add-on to every visit. And so when other things take too
long or other patients appear, prevention always gets bumped
to deal with that need. So, I’ll end with saying something like,
‘‘Stay safe out there.’’
However, providers also expressed the idea that having
prevention counselors available to provide patients with in-
depth counseling sessions helped with time-consuming tasks
such as contacting public health officers, and alleviated the
time constraints they felt during clinic visits. One provider
stated that,
Having these folks (prevention counselors) available has been a
big bonus because (prevention) is an important issue, but when
you have two patients sitting in there, just waiting to see you
and you get someone who says they don’t use condoms, so how
many times can you handle that? It is just like having an extra set
of hands to help you deal with it.
Most of the providers (9=11) reported that the risk screener
prompted them to assess their patients’ risk behaviors and
counsel them accordingly. One provider said that the screener
opened the door for discussion:
FIG. 3. Among respondents who reported on their exit survey that their primary care provider discussed safer sex or safer
injection drug use (IDU) practices with them, the percentage (n=N) who reported that the discussions were helpful, Positive
Steps Intervention, North Carolina, 2004–2006.
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I think the written screen is helpful because it is something that
we have to talk about. [Patients ask] ‘‘Why did you make me do
this?’’ So it becomes a way to talk about it.
The screener was especially useful for task-oriented pro-
viders, who could document and ‘‘check off’’ their prevention
counseling session on a single piece of paper. One provider
put it this way:
Mostly I think (the risk screener is) a reminder that if I have
the time I need to address (prevention counseling), or if I
see something on there that raises a red flag that I need to ad-
dress it.
Most providers (7=11) also felt the risk screeners were ad-
ministered too frequently, placing undue emphasis on trans-
mission risk to the detriment of other issues, such as the
patients’ medical issues or adherence to antiretroviral therapy
(ART). This was felt to be especially true for the majority of
patients who were seen as engaging in ‘‘low-risk’’ behaviors.
Although, the risk screener was completed before the clinical
encounter to reduce provider burden, one provider re-
commended streamlining the risk screener and having the
provider administer the screener (instead of the nurse) to in-
crease both patient and provider involvement in the risk
screening process.
Post-implementation discussions about the risk-screening
tool. In response to provider and patient feedback about the
risk screener’s rather solitary emphasis on HIV prevention,
we revised the screener to include additional items assessing
ART adherence, alcohol use, and patients’ primary health
concerns. We incorporated these changes once the Positive
Steps evaluation was completed in October 2006. By screening
for a range of issues, use of the screener was expected to in-
terfere less with providers’ ability to address other medical
needs. Since the risk reduction checklist and questions about
casual versus main partners were reported to be less helpful
by both patients and providers, they were removed from the
screening tool. Questions about sexual activity (yes or no) and
the number and gender of partners were kept and patients
continued to complete the risk screener at all routine visits. In
addition, provider documentation of counseling was simpli-
fied for sustainability purposes by requiring only electronic
medical record entry, with counseling monitoring activities
now incorporated into the clinic’s other Ryan White contin-
uous quality improvement activities.
Discussion
Lewin’s model of organizational change provided a useful
framework for guiding the implementation and integration
of the Positive Steps HIV prevention program into an infec-
tious diseases clinic, affiliated with a large university-based
medical center. Thoughtful planning and careful application
of organizational change principles facilitated the process. To
smoothly integrate the new program, providers needed to
examine existing barriers and challenges and modify clinic
procedures to accommodate ongoing patient, staff, and pro-
vider needs. Consensus building, early buy-in from organi-
zational leaders, and staff empowerment were strategies
employed to assist with integration and implementation of
the Positive Steps program.21 Clear objectives and ongoing
collection of process measures provided program transpar-
ency and an opportunity for program participants to take
part in a constructive dialogue, which ultimately enhanced
patient and provider acceptability of the Positive Steps
program.
Lessons learned
Providers delivered counseling frequently to patients who
completed the risk screener, suggesting that the screening
information served as a starting point and prompted a dis-
cussion. Delivering the risk screener at every ‘‘routine’’ clinic
visit, rather than at a predetermined frequency (i.e., quarter-
ly), was feasible, although most providers reported that rou-
tine counseling at every visit was too frequent. Competing
provider and nursing priorities (such as limited time, clinic
flow, and other barriers), especially for patients needing fre-
quent medical care, may have influenced whether the risk
screener was completed and placed in the chart. The presence
or absence of the screener may also have influenced the re-
ported occurrence of counseling, because the screener was
used to prompt counseling and that counseling was supposed
to be documented on the screener form.
Providers incorporated brief counseling into routine visits
successfully, but not universally. The private nature of ques-
tions about sexual behavior and drug use posed a barrier
only for a minority of patients who declined to complete
the screener. During the year after implementation, 50% of
screened patients received counseling, suggesting that com-
peting medical priorities may have prevented universal
counseling at every routine medical visit.
Data on prevention counseling delivery were dependent
on patient and provider recall, and it is possible that the
counseling was over or under-reported. Nevertheless, both
providers and patients reported similar frequencies of coun-
seling, suggesting that the data reflected actual behavior.
However, some counseling may have occurred and not been
documented, and, additionally, some patients who were not
screened may have been counseled. Thus, the prevalence of
counseling may be higher than what we observed.
Sustaining the Positive Steps program
Based on post-implementation interviews and meetings
with providers and ongoing patient feedback, sustaining the
Positive Steps program is important to the HIV-care providers
at the infectious disease clinic. Using train-the-trainer mate-
rials provided by the Mountain Plains AETC, as well as site-
specific materials, the Positive Steps program has continued
annual local trainings with new clinic staff, faculty and
counselors. For example, providers recently identified patient
disclosure of his or her HIV status to others as a difficult
counseling issue and an in-service training was subsequently
organized.
Conclusion
Documenting the experience of integrating and imple-
menting a standardized prevention program in an infectious
disease clinic provides insight regarding barriers to preven-
tion delivery and allows a critical assessment of the feasibility
and sustainability of a provider-delivered prevention program
for people living with HIV=AIDS. We hope that this report
allows other sites to replicate some of the activities we un-
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dertook, and profit from the lessons we learned in evaluating
those activities.
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